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Guideline Status
This is the current release of the guideline.

This guideline updates a previous version: University of Texas, School of Nursing, Family Nurse Practitioner Program. Guidelines for the diagnosis
and treatment of pediculosis capitis (head lice) in children and adults. Austin (TX): University of Texas, School of Nursing; 2008 May. 17 p.

Recommendations

Major Recommendations

Strength of recommendations (A, B, C, D, I) and quality of evidence (High, Moderate, Low) are defined at the end of "Major Recommendations"
field.

Diagnosis

e Combing with a louse comb (fine tooth comb, <3 mm between teeth) is vastly superior to visual inspection for diagnosis of head lice
mfection (Mumcuoglu et al.,, 2001; Jahnke et al., 2009; Balcioglu et al., 2008; Goundry-Smith, 2011; Mumcuoglu et al., 2006; Ibarra,
2010; Feldmeier, 2012; Gunning et al., 2012; Frankowski et al., 2010; Tebruegge, Pantazidou, & Curtis, 2011; Finlay & MacDonald,
2008). (Evidence Moderate, Recommendation A)

e Treatment for lice should be limited to individuals with finding of live lice on the scalp; however, presence of eggs within 1 cm of scalp
should raise index of suspicion and prompt firther inspection to find a live louse (Frankowski et al., 2010; Mumcuoglu et al., 2006;
Feldmeier, 2010; Gunning et al., 2012; Finlay & MacDonald, 2008; Tebruegge, Pantazidou, & Curtis, 2011; Goundrey-Smith, 2011).
(Evidence Low, Recommendation B)

e No primary studies were identified in the literature, however expert opinion is widely in agreement.

e Lice may be easier to detect behind the ears and at the back of'the head or nape of the neck (Shmidt & Levitt, 2012; Madke & Khopkar,

2012; Gunning et al., 2012; Feldmeier, 2012; Frankowski et al., 2010). (Evidence Low, Recommendation B)
e No primary studies were identified in the literature, however expert opinion is widely in agreement.



Recommended Regimens

e Permethrin 1% creamrinse (Nix) has well established safety profile and is recommended as first line treatment unless regional resistance is
documented. Indicated for patients 2 months and older (Taplin et al., 1986; Brandenburg et al., 1986; Bowerman et al., 1987; Meinking et
al.,, 2007; Frankowski et al., 2010; Diamantis, Morrell, & Burkhart, 2009; Finlay & MacDonald, 2008; Gunning et al., 2012; Heukelbach
et al., 2008; Meinking et al., 2002). (Evidence Moderate, Recommendation B)

e Creamrinse is applied to the hair and scalp for 10 minutes and then rinsed off; second treatment is advised 7-10 days later to ensure
cure.

e Cost: $20

e Few recent trials exist because efficacy and safety have long been proven, however expert opinion is widely in support of continued
use as first line treatment unless resistance is documented.

e Suggested sources for documentation of regional resistance are the Centers for Disease Control & Prevention (CDC) website and
state/local health departments. Data is still imited at this time, and may not be available.

e Pyrethrin 0.33% & piperonyl butoxide 4% (RID) has a well established safety profile and is recommended as first line treatment unless
regional resistance is documented. Indicated for patients 2 years and older (Frankowski et al., 2010; Diamantis, Morrell, & Burkhart, 2009;
Finlay & MacDonald, 2008; Gunning et al., 2012). (Evidence Moderate, Recommendation B)

e Hair is first shampooed and towel dried, the product is applied and rinsed after 10 minutes; a second treatment is advised 7 days later
to ensure cure.

e Cost: $20

e Few recent trials exist because efficacy and safety have long been proven, however expert opinion is widely in support of continued
use as first line treatment unless resistance is documented resistance.

e Theoretical risk of cross sensitivity with plant allergies such as ragweed exist but are rare (Prescriber’s Letter, 2010). In the case of
severe ragweed allergy, it is reasonable to recommend permethrin in preference to pyrethrin/piperonyl butoxide topical.

e (.5% Malathion lotion has a favorable safety profile and is effective with low observed resistance; use is contraindicated in neonates and
infants (Meinking et al., 2004; Taro Pharmaceuticals, 2011; Chosidow et al., 2010; Nofal, 2010; Gunning et al., 2012; Frankowski et al.,
2010; Diamantis, Morrell, & Burkhart, 2009; Lebwohl, Clark, & Levitt, 2007; Meinking et al., 2007). (Evidence Moderate,
Recommendation B)

e [otion is applied to dry hair until thoroughly moistened, left to air dry, and then rinsed out after 8 to 12 hours. Repeat treatment in 7
to 10 days.
e Cost: $146-$189

e Benzyl alcohol 5% lotion (Ulesfia) is the first U.S. Food and Drug Administration (FDA)-approved, non-neurotoxic prescription product for
treating head lice that is shown to be safe and effective in patients 6 months and older (Meinking et al., 2010; Martinez-Diaz & Mancini,
2010; Eisenhower & Farrington, 2012; Frankowski et al., 2010, Gunning et al., 2012; Barker & Altman, 2011). (Evidence Low,
Recommendation B)

e Apply to dry hair until well saturated, leave on for 10 mmnutes and rinse. Repeat treatment in 7 days.
e Cost: $81

e [vermectin 0.5% topical lotion (Sklice) was FDA approved in February 2012 for treatment of head lice in patients greater than 6 months of
age (Pariser et al., 2012; Meinking et al., 2013; Strycharz et al., 2011; Strycharz, Yoon, & Clark, 2008). (Evidence Moderate,
Recommendation B)

e Apply a single application of up to 1 tube (4 0z) to dry hair, thoroughly coating the hair and scalp. Rinse offafter 10 minutes.
e A second treatment is not indicated.
e Cost: $25

e Spinosad 0.9% topical suspension (Natroba) was FDA approved in January 2011 for patients 4 years and older for effective and
convenient treatment for head lice (Stough et al., 2009; Cole & Lundquist, 2011; McCormack, 2011; Villegas & Breitzka, 2012; Aditya &
Rattan, 2012; Gunning et al., 2012). (Evidence Low, Recommendation B)

e Apply up to 120 mL (1 bottle) to dry hair and scalp, leave on for 10 minutes, then rinse; repeat in 7 days only if live lice are seen.
e Cost: $220
e (Cross resistance is not expected due to the mechanism of action.

Alternative Regimens

e Lindane 1% shampoo should be reserved for patients for whom other lice treatments have failed and/or for persons who cannot tolerate
other pediculicides; use in infants and children is cautioned (U.S. FDA, 2009; Eisenhower & Farrington, 2012; Frankowski et al., 2010;
Thomas et al., 2006; Gunning et al., 2012). (Evidence Moderate, Recommendation C)

e Apply 1 ounce or 30 mL (2 ounces or 60 mL maximum for long or thick hair) of product to dry hair, paying special attention to fine



hairs at the nape of the neck and behind ears. After four minutes, add water and work into a lather. Immediately and thoroughly rinse
off with warm, not hot, water. Avoid unnecessary contact to other body parts, especially the eyes. Following treatment, wet comb
the hair with a fine-tooth comb, or use tweezers to remove nits. Do not use again for retreatment.
e Cost: $137
Oral ivermectin (Stromectol) has been effective in some studies but is not FDA approved for pediculosis capitis; can be used in all age
groups weighing at least 15 kg (CDC, 2010; Frankowski et al., 2010; Gunning et al., 2012; Lebwohl, Clark, & Levitt, 2007; Nofal, 2010;
Chosidow et al., 2010; Martinez-Diaz & Mancini, 2010; Currie et al., 2010; Ameen et al., 2010). (Evidence Low, Recommendation C)
e QOccasionally used off-label for resistant cases of pediculosis capitis (FDA-approved for strongyloidiasis, onchocerciasis).
¢ Single dose 0of 200 ug’kg, with a second dose given after 9 to 10 days
e Cost: $20
Trimethoprinysulfamethoxazole (TMP/SMX) (Bactrim, Septra) is occasionally used off-label for head lice, but is not approved by the FDA
for this use; for other indications, approved for use in infants 2 months and older (Gunning et al., 2012; Lebwohl, Clark, & Levitt, 2007;
Frankowski & Weiner, 2002; Frankowski et al., 2010; Martinez- Diaz & Mancini, 2010). (Evidence Low, Recommendation C)
e Use of'this agent should be reserved for resistance and balanced with the risk of severe, life-threatening allergic reactions (e.g.,
Stevens-Johnson or drug hypersensitivity syndromes).
e Cost: $10-15
Essential oils: There are no formal controlled clinical trials demonstrating efficacy, potential side effects or toxicity of eucalyptus, lavender
and tea tree oil, and therefore, they cannot be recommended as a treatment option (Connolly, 2011; Tebruegge, Pantazidou, & Curtis,
2011; Eisenhower & Farrington, 2012). (Evidence Low, Recommendation )
Wet combing can be used alone or in addition to a topical pediculicide and is useful in cases where resistance has developed to topical

agents, parents prefer to avoid chemical pediculicides or they are not well tolerated (Connolly, 2011; Ko & Elston, 2004; Tebruegge,
Pantazidou, & Curtis, 201 1; Diamantis, Morrell, & Burkhart, 2009; Ibarra et al., 2007; Tebruegge & Runnacles, 2007). (Evidence
Moderate, Recommendation B)
e Wet hair and apply a lubricant of choice (conditioner, vinegar, olive oil).
e A fine-tooth louse comb (less than 0.3 mm between teeth) should be inserted until it touches the scalp and combed through the hair
fromroot to tip. After each stroke, the comb should be visualized for any lice.
e Wet combing should be systematically performed at least twice over entire head until no live lice are found.
¢ Recommended regimen is one wet combing session every four days for at least two weeks. Iflice are found on the second, third, or
fourth wet combing session, wet combing should be continued until no lice have been seen for 3 consecutive sessions.
e Louse comb cost: $5-$10
¢ LouseBuster is an appliance that uses application of heat to head and scalp to eradicate lice and eggs. One time application for 30 minutes
shown to be effective with no reported adverse reactions or resistance (Bush et al., 2011; Goates et al., 2006; Eisenhower & Farrington,
2012; Madke & Khopkar, 2012; Gunning et al., 2012; Frankowski et al., 2010). (Evidence Low, Recommendation B)
e Device sold to schools and clinics for $2,000 and each application is $11.
e Limited available research into the effectiveness of this treatment

Other Management Considerations

General Recommendations

¢ All household members and close contacts should be examined for infestation and treated only if live lice discovered (Frankowski et al.,
2010; Mumcuoglu et al., 2006; Feldmeier, 2010; Gunning et al., 2012; Madke & Khopkar, 2012; Tebruegge, Pantazidou, & Curtis,
2011). (Evidence Low, Recommendation B)

¢ Alltopical pediculicidal treatments should be rinsed out of hair with cool water after the prescribed application time. Rinsing with warm (or
hot) water could cause vasodilation and increase the risk of systemic absorption (Madke & Khopkar, 2012). (Evidence Low,
Recommendation B)

Environmental Decontamination

e Primary mode of transmission is head to head contact and there is ongoing debate about the potential for reinfestation from fomite sources.
However, it is advisable to launder clothes, towels, and bed linen used within 2 days at mmimum temperature 60 degrees C or place in
dryer at high heat for at least 40 mmnutes. Combs/brushes may be immersed in 60 degree C water for at least 10 nminutes to kill lice/eggs
(Speare, Cahill, & Thomas, 2003; Izri & Chosidow, 2006; Eisenhower & Farrington, 2012; Canyon & Speare, 2010; Takano-Lee et al.,
2005; Lebwohl, Clark, & Levitt, 2007; Gunning et al., 2012; Diamantis, Morrell, & Burkhart, 2009; Finlay & MacDonald, 2008; Ibarra,
2010; Tebruegge, Pantazidou, & Curtis, 2011). (Evidence Moderate, Recommendation B)

e [tems which cannot be laundered or placed in dryer can be sealed in a plastic bag for 2 weeks (Diamantis, Morrell, & Burkhart, 2009;



Finlay & MacDonald, 2008; Frankowski et al., 2010; Lebwohl, Clark, & Levitt, 2007). (Evidence Low, Recommendation B)

e [t is unnecessary to fumigate carpets, car seats, and mattresses because lice are unable to live away from the human host for more than 48
to 55 hours. Vacuuming is a safe alternative to fumigation (Eisenhower & Farrington, 2012; Diamantis, Morrell, & Burkhart, 2009; Finlay &
MacDonald, 2008; Frankowski et al., 2010; Shmidt & Levitt, 2012; Lebwohl, Clark, & Levitt, 2007). (Evidence Moderate,
Recommendation B)

Return to School

"No nit" policy for return to school should be abandoned as only a small number of children with nits on their scalp are also infested with living lice
leading to unnecessary treatment and loss of school/work days (Mumcuoglu et al., 2006; Gunning et al., 2012; Frankowski et al., 2010;
Eisenhower & Farrington, 2012). (Evidence Moderate, Recommendation B)

Follow Up

¢ For infestation persisting after 2 treatments to evaluate for resistance or incorrect use.
e (Causes of persistent head lice may be explained by misdiagnosis, lack of adherence, inadequate treatment, reinfestation, lack of
ovicidal or residual killing properties of the product, or resistance of pediculicide (Frankowski et al., 2010).
e For signs/symptons of infection which may indicate secondary bacterial infection.

Special Considerations

e Children under 2 years of age
e Pregnancy

Definitions:
Quality of Evidence (Based on U.S. Preventive Services Task Force [USPSTF] Ratings)

High: The available evidence usually includes consistent results from well-designed, well-conducted studies in representative primary care
populations. These studies assess the effects of the preventive service on health outcomes. This conclusion is therefore unlikely to be strongly
affected by the results of future studies.

Moderate: The available evidence is sufficient to determine the effects of the preventive service on health outcomes, but confidence in the estimate
is constrained by such factors as: the number, size, or quality of individual studies, inconsistency of findings across individual studies, limited
generalizability of findings to routine primary care practice, lack of coherence in the chain of evidence. As more information becomes available, the
magnitude or direction of the observed effect could change, and this change may be large enough to alter the conclusion.

Low: The available evidence is insufficient to assess effects on health outcomes. Evidence is insufficient because of: the limited number or size of
studies, important flaws in study design or methods, inconsistency of findings across individual studies, gaps in the chain of evidence, findings not
generalizable to routine primary care practice, lack of information on important health outcomes. More information may allow estimation of effects
on health outcomes.

Grading of Recommendations (Based on USPSTF Ratings)
A: There is high certainty that the net benefit is substantial. Offer or provide this service.

B: There is high certainty that the net benefit is moderate or there is moderate certainty that the net benefit is moderate to substantial. Offer or
provide this service.

C: Clinicians may provide this service to selected patients depending on individual circunstances. However, for most individuals without signs or
symptons there is likely to be only a small benefit from this service. Offer or provide this service only if other considerations support the offering or
providing the service in an individual patient.

D: The USPSTF recommends against the service. There is moderate or high certainty that the service has no net benefit or that the harms outweigh
the benefits. Discourage the use of this service.

I: The current evidence is insufficient to assess the balance of benefits and harms of the service. Evidence is lacking, of poor quality, or conflicting,
and the balance of benefits and harns cannot be determined. If the service is offered, patients should understand the uncertainty about the balance
of benefits and harns.



Clinical Algorithm(s)

A clinical algorithm titled, "Clinical Algorithm for the Treatment and Management of Head Lice" is provided in the original guideline document.
Scope

Disease/Condition(s)

Pediculosis capitis (head lice)

Guideline Category
Diagnosis

Evaluation

Management

Prevention

Treatment

Clinical Specialty
Dermutology

Family Practice

Nursing

Pediatrics

Intended Users
Advanced Practice Nurses
Health Care Providers
Nurses

Physician Assistants
Physicians

Public Health Departments

Guideline Objective(s)

To update a national guideline on the management of pediculosis capitis

Target Population

Children and adults in the United States with pediculosis capitis



Interventions and Practices Considered
Diagnosis

1. Combing
2. Visual inspection
3. Determination of live lice vs eggs

Management

1. Recommended regimens
e Permethrin 1%
e Pyrethrin 0.33% and piperonyl butoxide 4%
e Malathion 0.5% lotion
e Benzyl alcohol 5% lotion
e [vermectin 0.5% lotion
e Spinosad 0.9% topical suspension
2. Alternative regimens
e Lindane 1% shampoo
e Oral ivermectin
e Trimethoprim and sulfamethoxazole (TMP/SMX)
e Essential oils (not recommended)
e Combing wet hair with a fine tooth comb
e [ouseBuster device
3. Other management considerations
e General recommendations (examination of household members, cool water rinse)
e Environmental decontamination
e Return to school policy
4. Follow up
5. Special considerations in children under 2 years and pregnant women

Major Outcomes Considered

¢ Alleviation of signs and symptoms

e Prevention of sequelae of nfestation
e Prevention of transmission

e Toxicity of drug treatment

Methodology

Methods Used to Collect/Select the Evidence
Hand-searches of Published Literature (Primary Sources)
Hand-searches of Published Literature (Secondary Sources)

Searches of Electronic Databases

Description of Methods Used to Collect/Select the Evidence

To select evidence for critical appraisal by the group the Medline (U.S. National Library of Medicine), Cumulative Index to Nursing and Allied
Health Literature (CINAHL), EBSCO, and PubMed databases were searched for the years 2000 to 2013 using the keywords "head lice" and
"pediculosis capitis" in the title, abstract, and indexing forms. Additional resources were found using bibliographies of relevant articles.



Number of Source Documents

86 source documents

Methods Used to Assess the Quality and Strength of the Evidence

Expert Consensus

Weighting According to a Rating Scheme (Scheme Given)

Rating Scheme for the Strength of the Evidence
Quality of Evidence (Based on U.S. Preventive Services Task Force [USPSTF] Ratings)

High: The available evidence usually includes consistent results from well-designed, well-conducted studies in representative primary care
populations. These studies assess the effects of the preventive service on health outcomes. This conclusion is therefore unlikely to be strongly
affected by the results of future studies.

Moderate: The available evidence is sufficient to determine the effects of the preventive service on health outcomes, but confidence in the estimate
is constrained by such factors as: the number, size, or quality of individual studies, inconsistency of findings across individual studies, limited
generalizability of findings to routine primary care practice, lack of coherence in the chain of evidence. As more information becomes available, the
magnitude or direction of the observed effect could change, and this change may be large enough to alter the conclusion.

Low: The available evidence is insufficient to assess effects on health outcomes. Evidence is insufficient because of: the limited number or size of
studies, important flaws in study design or methods, inconsistency of findings across individual studies, gaps in the chain of evidence, findings not
generalizable to routine primary care practice, lack of information on important health outcomes. More information may allow estimation of effects
on health outcomes.

Methods Used to Analyze the Evidence

Systematic Review

Description of the Methods Used to Analyze the Evidence

Not stated

Methods Used to Formulate the Recommendations

Expert Consensus

Description of Methods Used to Formulate the Recommendations

Guidelines were drafted by graduate students following review of the literature.

Rating Scheme for the Strength of the Recommendations
Grading of Recommendations (Based on the U.S. Preventive Services Task Force Ratings)
A: There is high certainty that the net benefit is substantial. Offer or provide this service.

B: There is high certainty that the net benefit is moderate or there is moderate certainty that the net benefit is moderate to substantial. Offer or
provide this service.



C: Clinicians may provide this service to selected patients depending on individual circumstances. However, for most individuals without signs or
symptons there is likely to be only a small benefit from this service. Offer or provide this service only if other considerations support the offering or
providing the service in an individual patient.

D: The USPSTF recommends against the service. There is moderate or high certainty that the service has no net benefit or that the harms outweigh
the benefits. Discourage the use of this service.

I: The current evidence is insufficient to assess the balance of benefits and harns of the service. Evidence is lacking, of poor quality, or conflicting,
and the balance of benefits and harns cannot be determined. If the service is offered, patients should understand the uncertainty about the balance
of benefits and harns.

Cost Analysis

A formal cost analysis was not performed and published cost analyses were not reviewed.

Method of Guideline Validation

Internal Peer Review

Description of Method of Guideline Validation

The Family Nurse Practitioner students submitted the draft recommendations to the University of Texas at Austin School of Nursing faculty for
review. The draft was later revised to incorporate faculty recommendations.
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Type of Evidence Supporting the Recommendations

The type of supporting evidence is identified and graded for each recommendation (see the "Major Recommendations" field).

Benefits/Harms of Implementing the Guideline Recommendations

Potential Benefits

e Appropriate diagnosis and treatment of pediculosis capitis
e Decreased transmission of pediculosis capitis

e Decreased re-infection rate

e Decreased risk of secondary infections

Potential Harms

e All pediculicides may cause burning, stinging, itching, or irritation at the site of application.

¢ Permethrin may cause burning, pruritus, erythema and numbness/tingling,

e Pyrethrin/piperonyl butoxide topical may cause irritation and contact dermatitis.

e Malathion:

e Conjunctivitis has been reported following contact with the eyes.
e Malathion is flammable and should therefore be kept away from open flames and electric heat sources such as hair dryers and curling
rons.

¢ Bengzyl alcohol lotion (Ulesfia) may cause ocular irritation, application site irritation, application site anesthesia and hypoesthesia, pruritus,
application site dryness, excoriation, and dermatitis, thermal burn, erythema, rash, and skin exfoliation.

e Topical ivermectin (Sklice) may cause conjunctivitis, ocular hyperemia or irritation, seborrhea, xeroderma, or burning sensation.

e Spinosad topical suspension (Natroba) may cause application site erythema, ocular erythema, application site dryness, exfoliation, and
alopecia.

¢ Lindane:

¢ Black box warning: may cause neurologic toxicity and seizures.
e May cause dizziness, dermatitis, alopecia, headache, pain, paresthesia, pruritus, and urticaria.

e Oral ivermectin may cause pruritus, rash, fever, edema, lymphadenopathy, headache, myalgia, dizziness, tachycardia, abnormal eye
sensation, limbitis, conjunctivitis, ocular inflammation, orthostatic hypotension, liver enzyme elevations, eosinophilia, seizures, Stevens-
Johnson syndrome, toxic epidermal necrolysis, asthima exacerbations, vision loss, conjunctival hemorrhage, hepatitis.

e Bactrin/Septra may cause nausea, vomiting, anorexia, rash, urticaria, hypersensitivity reaction, photosensitivity, diarrhea, dizziness,
dyspepsia, headache, lethargy, Stevens-Johnson syndrome, toxic epidermal necrolysis, fulminant hepatic necrosis, blood dyscrasias, renal
impairment/failure, pancreatitis, hepatotoxicity, interstitial nephritis, photosensitivity, pulmonary infiltrates, myelosuppression,
methemoglobinemia, hyperkalemia, aseptic meningitis, seizures, lupus erythematosus, Clostridium difficile associated diarrhea,
rhabdomyolysis, & kernicterus (neonates).

Pregnancy Considerations

e Permethrin, malathion, benzyl alcohol, and Spinosad are category B drugs.
e Lindane, pyrethrin/piperonyl butoxide, BactrinySeptra, ivermectin oral, and ivermectin lotion are category C drugs.
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Contraindications

Contraindications

e Permethrin:
¢ Contraindications include hypersensitivity to pyrethroid, pyrethrin/piperonyl butoxide topical, chrysanthemums or any component of
the formulation.
¢ Contraindicated for use in infants less than 2 months of age.
e Pyrethrin/piperonyl butoxide topical:
¢ Contraindications include hypersensitivity to pyrethrins, ragweed, chrysanthemums or any component of the formulation.
¢ Contraindicated for use in children less than 2 years of age.
e Malathion:
e Contraindications include hypersensitivity to malathion or any component of the formulation.
e Contraindicated for use in neonates and infants.
e Benzyl alcohol lotion (Ulesfia):
e Contraindications include hypersensitivity to benzyl alcohol or any component of the formulation.
e Contraindicated for use in infants less than 6 months old.
e Topical ivermectin (Sklice):
e Contraindications for the use of topical ivermectin include hypersensitivity to ivermectin or any component of the formulation.
e (Contraindicated for use in infants less than 6 months old.
e Spinosad topical suspension (Natroba):
e (Contraindications for the use of Spinosad include hypersensitivity to Spinosad or any component of the formulation.
e (Contraindicated for use in children less than 4 years of age.
e Lindane:
e (Contraindications include hypersensitivity to Lindane or any component of the formulation.
e Contraindicated for use in premature infants and individuals with known uncontrolled seizure disorders.
e (Caution should be used in infants, children, elderly, and patients weighing less than 50 kg,
e QOral ivermectin (Stromectol):
e Contraindications for the use of oral ivermectin include hypersensitivity to drug, class, or components. Caution if asthma.
e Use should be avoided in children <33 Ibs, pregnancy, or breastfeeding,
o Trimethoprinvsulfamethoxazole (TMP/SMX) (Bactrin/Septra):
¢ Contraindications include hypersensitivity to sulfonamides, trimethoprim, or any component of the formulation, porphyria,
megaloblastic anemia, folate deficiency, G6PD deficiency, significant hepatic impairment, severe renal disease, pregnancy, and
breastfeeding.
¢ Contraindicated for use in infants less than 2 months of age.

Qualifying Statements

Qualifying Statements

e Recent primary studies of permethrin or pyrethrin/piperonyl butoxide topical were limited due to long established safety and efficacy profiles.

e Newer drugs also had limited research available due to short time on market.

e The vast majority of trials reviewed included only children as the majority of infestations occur in this population.

e These recommendations are meant to serve as a source of clinical guidance. Health care providers should always consider the individual
clinical circumstances of each person in the context of local disease prevalence as well as resistance. These guidelines focus on the treatment
and counseling of individual patients and do not address other components of a commumity that are important in pediculosis capitis detection
and prevention, such as schools and daycare centers.

Implementation of the Guideline



Description of Implementation Strategy

An implementation strategy was not provided.

Implementation Tools

Clinical Algorithm

For information about availability, see the Availability of Companion Documents and Patient Resources fields below.
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